The explanation of these events Wagner believes to have been that from the dysenteric bowel an infective process of embolic nature set up the pneumonia, and that this was followed by lung gangrene. He also considers that the fact that the fluid in the pleural cavity was at first not very foetid was due to the gangrenous part of the lung being for a time covered in by the pleura and layer of inflammatory false membranes, so that only a fractional amount of putrid material obtained access to the effusion. The subsequent communication with a bronchial tube and consequent expectoration of carbolic solution was, he believes, due to the corroding action of the fluid on the cicatrizing portion of lung surface.
A very similar case has been reported by Ewart (.British Medical Journal, vol. i., 1887).?A boy, aged ten years, while convalescing during the fourth week of typhoid fever, developed symptoms which looked like those of peritonitis, but which shortly indicated left-sided pleurisy with effusion. After a week he was aspirated, and f pint of thick shreddy pus was removed, with relief to the most urgent symptoms. The following day the chest was opened freely in the anterior axillary line (fifth space) and in the scapular (ninth space), a large quantity of pus escaping. Free discharge continued, but no injection was used. On June 15th, perflation was performed under the spray in the manner depicted in the Lancet, July 31st, 1886. The air was delivered into the centre of the chest through the anterior opening and allowed to escape only at the posterior. The result was the expulsion of foetid pus, of a piece of necrosed lung, and of heavy false membranes. A smaller piece of false membrane was expelled by perflation the next morning, and a small piece on the third day. From this time the foetor ceased and the amount of pus decreased rapidly. On the eighth day the discharge was turbid and serous, and it remained serous to the end. Both wounds were closed on the thirtieth day from the date of the incision.
In other cases the dependence of the effusion on gangrene of the lung is indicated only by foetid expectoration. Of such the following is a good example (Frsenkel, Berl. Klin. Woch., April 28th, 1879).
A boy, aged 12 years, fairly well built, was suddenly seized with symptoms indicating pleuro-pneumonia of the right lower lobe. The crisis occurred on the eighth day, but during the next twenty-four hours the temperature began again to rise, and the other symptoms?pain, dyspnoea, etc.?to return, with physical signs of increasing effusion. On the fourteenth day after the crisis foetid expectoration suddenly occurred. Lung gangrene was accordingly diagnosed, paracentesis was performed, and 500 cc. of foetid fluid were evacuated. In two months the patient was quite recovered. In this case the portion of lung which had become gangrenous was probably so small that its separation in broken-down granular and molecular matter and not in mass was possible.
In other cases neither foetid expectoration nor the discharge of gangrenous portions of lung through the chest wall has occurred. Thus, J. B., age 53, a domestic servant, was first seen by a doctor April 3rd, 1887 . She stated that she had been exposed to cold eight days previously that on the evening of that day she had had a shivering, and that ever since she had felt very ill. She had great pain in the left side on taking a long breath and on coughing, and she stated that this pain and cough had been getting so much worse, and that *she had been getting so weak that she was now compelled to remain in bed. Finding some impairment of the percussion note about the inferior angle of the left scapula, with weakening of the breath sounds and slight crepitation, a pleuro-pneumonia was diagnosed, and she was sent to hospital. On admission her temperature was 103o,2 F.; pulse 120, very soft and compressible; respirations, 25 per minute. She had cough with scanty mucous expectoration, severe pain in the left lower and lateral region of the chest, and the physical signs indicated pleural effusion, the dulness reaching nearly as high as the spine of the scapula posteriorly and the fifth rib in the axillary line. On the second day after her admission the pain was somewhat easier, but with the dyspnoea, fever, and sweatings, her general condition was manifestly
worse.
An exploratory puncture was made, and a hypodermic syringeful of grayish-yellow watery and horribly foetid pus containing bacteria was drawn off. On the same day the chest was freely opened and about 60 oz. of a similar fluid was evacuated. Little improvement followed, and the patient rapidly becoming more collapsed, death occurred on the evening of the following day.
On post-mortem examination the upper part of the left lung was found adhering to the chest wall. The lower part was collapsed and cedematous, and its surface was covered by a layer of grayishyellow false membrane. On section there was found on the posterior surface of the lower lobe a patch of gangrene, shaped like a very flat triangle, the base of the triangle corresponding to the pleural membrane, and being in extent from above downwards about 2 inches. The aorta was atheromatous, and the heart distinctly fatty. In this case no foetid spit had been detected, but of course it might be maintained that had a better-nourished heart enabled the patient to live a little longer the characteristic foetor would have been met with. Physical examination revealed left-sided pleuritic effusion, and it was noticed that the area of dulness and of absent fremitus, respiratory murmur, and vocal resonance was situated more posteriorly than in ordinary pleural effusions. The " curved line" was distinct, but its highest point was about the spine of the scapula, and percussion from above downwards in the mid-axillary line revealed no dulness whatever?i.e., the anterior limit of the dull area was about the posterior axillary line.
The heart was in its normal position, and the tympanitic note of the stomach in front could be detected a little higher than usual. Tongue was clean; the patient enjoyed very good appetite and digestion, and the bowels were regular. Symptomatology.?Fcetid pleurisy is usually ushered in by specially severe initial symptoms; the shiverings and rigors are well marked, and the fever high. The chest pain is much complained of in the early stages of the affection, to such an extent that even then physicians may suspect that they have to do with something more than a simple pleurisy. The cough is also troublesome, and in cases of gangrenous effusion the expectoration may at\an early stage be foetid, and foetor of the breath may be observed. More frequently, however, those characters of spit and breath are not noticeable till later, and cases occur where they are not present at all. The absence of foetid spit in a certain proportion of gangrenous effusions is explained as due to the layer of sphacelated lung being in contact only with the smaller bronchi. In this way gangrenous matter cannot readily find its way into the larger tubes to be expectorated, more especially when, let it be remembered, these small bronchi will be rendered practically impermeable by the inflammatory oedema associated with the existence and discharge of the slough. But whilst the absence of foetid spit does not necessarily exclude gangrene of the lung as the cause of the effusion, it is to be remembered also that the presence of foetid spit is not necessarily absolute proof of the existence of lung gangrene. As indicated at pages 165 and 166, in cases of foetid effusions a quantity of the putrid fluid may, by corroding the lung tissue around, find its way into the bronchi, and be expectorated as foetid spit.
In the course of foetid effusions the fever soon begins to assume a hecticcharacter,doubtlessduetoreabsorptionof morbid material from the effusion. Large oscillations show themselves in the temperature chart, the rises being preceded by shiverings and the falls by sweatings. The pulse also is apt to become rapid and weak, probably due to the toxic action on the heart of this reabsorbed matter. As the result of the severe chest pain, of the mechanical effects of the effusion, or of the fever, dyspnoea is sooner or later a common symptom of the disease. This condition of fever is well shown in the Chaft (see page 170), which is taken from the case of a patient, E., also in Ward 23, two years ago, and in which the foetid effusion was found by post-mortem examination to have been due to lung gangrene. It is to be remembered, however, that, as in the case of K., page 166, this characteristic fever may be conspicuously absent.
The physical signs are those ordinarily met with in pleural effusions, viz., dulness on percussion, with absence of vocal fremitus, of breath sounds, and of vocal resonance. In cases where the effusion is considerable in quantity these signs are easily discovered over the greater part of the side affected, with displacement of the heart to the opposite side and even of the diaphragm downwards. But with smaller effusions the percussion and auscultation signs are present only over a more limited area, and this area corresponds in the main with the position ordinarily assumed by pleural effusions occurring in 
